Small bowel metastasis from malignant tumors is generally rare and underreported. Numerous cases might be overlooked. Direct spread is more frequent and comes from colon, ovary, stomach, and uterus. Less commonly, hematogenous distant metastasis from melanoma, lung, and breast is encountered. Melanoma represents the most frequent primary source, while uterus is a less common source. In this report, we present a case of small bowel metastatic tumor from uterus presenting with profound anemia and impending obstruction.
Introduction
Endometrial cancer is the fourth most common cancer in females and is the most prevalent gynecological malignancy. The majority of cases are diagnosed at an early stage with the tumor confined to the uterus at the time of hysterectomy, which provides an excellent overall prognosis and a 5-year survival rate exceeding 70%. Two histological types of endometrial cancer have been recognized as biologically distinct disease entities; type I and type II. Type I comprises endometroid carcinoma and its variants; type II consists of serous carcinoma, clear cell carcinoma, and carcinosarcoma. Endometroid carcinoma (type I) accounts for the majority of cases [1] . However, uterine serous carcinoma has a higher tendency for lymphovascular invasion in addition to intraperitoneal and extra-abdominal spread.
Typical sites of metastasis of endometrial carcinoma are pelvic and para-aortic lymph nodes, vagina, peritoneum, and lungs [2] . Atypical sites include bones, brain, abdominal wall, muscle, and intra-abdominal organs. The liver (7%) is the most commonly involved intra-abdominal organ followed by the adrenal glands and spleen (1%). Metastasis from endometrial cancer to small bowel is very rare [3] .
In this report, we highlight an unusual site of metastasis of an endometrial adenocarcinoma to the small intestine.
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Case Presentation
An 88-year-old female patient was admitted to the Medical Department of Rashid Hospital, Dubai (UAE) due to progressive drop in hemoglobin. The patient had a past surgical history of a total abdominal hysterectomy for endometrial carcinoma, which was performed 5 months prior to presentation. Patient hemoglobin dropped from 10.5 to 8 g/dL over the past 2 months, occult blood stool test was positive, and she has received multiple blood transfusions. Upper and lower gastrointestinal (GI) endoscopy were requested and scheduled for her but were not done as the patient started complaining of abdominal pain that was not associated with nausea, vomiting, or constipation. On examination, the patient was conscious and alert. Her vitals were as follows: BP 115/60 mm Hg, pulse 60 beats/min, RR: 18, afebrile; her abdomen was not distended, with tenderness and rebound tenderness in the left upper quadrant and positive bowel sounds. Rectal examination was done, which was unremarkable with no bleeding or melena.
Her labs were as follows: WBC: 4.0 × 10 3 /μL, platelet count: 97 × 10 9 /L, creatinine: 0.7 mg/dL, prothrombin time: 23.3 s; the rest of the lab investigations were within normal limits. CT of the abdomen and pelvis revealed a large necrotic mass lesion (6.5 × 5.6 cm) in relation to the mid-jejunal loops with mural wall thickening and a localized luminal narrowing with a large mesenteric exophytic component associated with significantly enlarged localized mesenteric nodes ( Fig. 1) . Exploratory laparotomy revealed a hard exophytic tumor of 10 cm in size, about 90 cm from the DJ flexure with omental and fibrinous adhesions to nearby bowel (Fig. 1) . Resection of the affected segment and side-to-side anastomosis were performed. Histopathology revealed metastatic poorly differentiated adenocarcinoma involving the small bowel. The immunohistochemistry performed on the small bowel tumor showed positivity for CKAE1/AE3, ER, P53, and focally positive for PR. Chromogranin and CD56 immunohistochemical markers were negative. Morphology and immunohistochemical profile was consistent with metastatic adenocarcinoma of the small bowel in keeping with uterine primary ( Fig. 2a-d ).
Discussion
In spite of the fact that the small intestine constitutes the majority of the total mucosal surface of the GI tract, less than 2% of malignancies of the GI tract arise from the small bowel [4] . Adenocarcinoma is the most prevalent malignancy of the small intestine. However, metastatic involvement of the intestine is more common than primary small intestinal neoplasia. Extra-intestinal neoplasms can metastasize to the small bowel through hematogenous spread (breast, lung, and melanoma), direct invasion, or intraperitoneal seeding (colon, ovary, stomach, and uterus) [5] . Melanoma has the highest tendency to metastasize to the small intestine. However, small bowel metastasis from uterine cancer is a less common entity compared to metastasis from melanomas.
A number of mechanisms are believed to be the reason for the low rates of metastasis to the small intestine, which includes: (1) intensive lymphoid tissue and abundant secretions of IgA in the submucosal and mucosal layers; (2) high turnover rate of the small intestinal mucosa, which impedes tumorigenesis [6, 7] .
Small-bowel cancer is typically asymptomatic in its early stages, but more than 90% of patients eventually develop symptoms as the disease progresses. This unfortunately reflects advanced disease [8] .
For that reason, small bowel secondary tumors are often missed at initial presentation and the accurate diagnosis is delayed due to the nonspecific nature of symptoms. A significant delay between the onset of symptoms and diagnosis often occurs, averaging few months. It has been reported that the mean duration from the onset of the initial complaint to diagnosis is 7 months. This is in view of the fact that they generally progress in a surreptitious manner with nonspecific complaints, for instance, intermittent abdominal pain, anemia, or bleeding [9, 10] .
Generally, nausea, vomiting, and intestinal obstruction are common presenting symptoms. Half of these patients undergo emergency surgery for intestinal obstruction as in this case. Abdominal pain and weight loss complicate the clinical presentation, while GI bleeding is less common [11] . There are very few published series on small bowel secondary neoplasms, which might be due to underreporting as cases might be overlooked due to varying presentation of the individual histologic subtypes [12, 13] . However, it does appear that adenocarcinomas are more frequently associated with pain and obstruction when compared to sarcomas and carcinoids. Sarcomas (GIST) present more commonly with acute GI bleeding [14] . 
Conclusion
Small bowel metastasis is a rare entity. Metastases from the uterus are less common compared to melanoma and generally underreported. Due to bizarre symptoms, a high index of suspicion and screening of patients at risk is to be recommended to avoid delaying the diagnosis.
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